Background: Federal Medical Centre, Gombe is one of the tertiary hospitals located in the northeast of Nigeria. It serves as a referral center to neighboring states and also gives secondary care to the immediate environment. The institution has evolved in providing minimal access surgery services in appendicectomies, cholecystectomies, diagnostic laparoscopy, endourology, etc. We present our experience in laparoscopic appendicectomies.
INTRODUCTION
Laparoscopic appendicectomy has recently been introduced in Nigeria. Although the speed is slow, quite a number of procedures have been performed as reported in Ekwunife et al. 1 Until recently all appendicectomy procedures were open. Semm, 2 a gynecologist, was the first to remove the appendix in 1983 and Schreiber 3 removed an inflamed appendix in 1987. The acceptance of the use of laparoscopy to treat appendicitis has been slow. This may be attributed to its longer operating time, increased cost, and observation made on higher rate of intra-abdominal abscesses. 4 More laparoscopic appendicectomies are being performed than open appendicectomies in Australia. 5 The trend is toward a single-incision laparoscopic surgery using the umbilicus to perform procedures. Navarra et al 6 started the single incision method to perform cholecystectomy in 1997 and since then many other surgeries like appendicectomy, among others, are being done with success. 7 Patients who will benefit from a laparoscopic appendicectomy are as follows:
• Patients with acute or chronic right lower abdominal pain with doubtful diagnosis of acute appendicitis. A diagnostic laparoscopy is done.
• Patients with vague lower abdominal pain suspected to be appendicitis in immune-compromised individuals.
• Obese patients in whom larger wound is needed to perform appendicectomy.
• Young females where it may be difficult to differentiate other pathology of the pelvis from appendicitis.
MATERIALS AND METHODS
A total of 20 patients had laparoscopic appendicectomy within the period of review, 8 males and 12 females. They were counseled on the procedure and written consent was obtained including the option of converting to open appendicectomy. Under general anesthesia, with the patient intubated and fully relaxed in supine position, the surgical team is shown in their position (Fig. 1) . Female patients may be placed in lithotomy position for uterine manipulation when the need arises. 8 Formal pneumoperitoneum was achieved. First, laparoscopic visualization was carried out and then placement of second and third ports under vision in the left lower and right upper quadrants (Figs 2 to 4) for dissection and holding the appendix, respectively, are done. The appendix is identified and lifted at the tip with a grasper from the right port (Fig. 5 ). Adhesions were freed and mesoappendix is cauterized with a bipolar diathermy closed to the appendix and cut with scissor, which is continued till the base of the appendix is reached. A pretied Meltzer's knot is applied to ligate the base ( Fig. 6 ) and is tightened with the use of a knot pusher. Similar knotting is done at about 10 mm from the base knot. The appendix is severed and the area is sucked. Review of the peritoneum is done before the appendix is extracted, hidden in the cannula. The umbilical port site is closed with Vicryl suture (Fig. 7) . All the patients are followed up in the surgical outpatient department after discharge from hospital stay. They are examined after subjective assessment of the port sites ( Fig. 8 ) and remarkably, none had infection. They expressed satisfaction of the procedure. Data extracted on time taken to operate, recover, hospital stay, and pain perception were analyzed using Microsoft Excel 2010. 
RESULTS

Summary of values obtained is given below:
DISCUSSION
There is general acceptance of laparoscopic appendicectomy worldwide; however, it is still disputed to be a gold standard in appendicectomy. 9 The development of laparoscopy surgery is slow in Nigeria compared with other developing nations like India. From reports of successes recorded across the globe, it is encouraging to dedicate resources to establish the services efficiently in our institutions of learning.
Laparoscopy has long been used by the Department of Obstetrics and Gynecology for the purpose of investigating infertility. Until recently we had a visiting general surgeon who pioneered the procedure in our unit. Appendicectomies, though hand assisted, and cholecystectomy were done. Now, we have a surgeon who has a basic training in minimal access surgery and who does most of the surgeries with good outcome.
Our experiences correspond with other work done in the southeast of Nigeria 1 and Patel et al 10 reported a 106 case series of laparoscopic appendicectomy over a 6-year period from 1996 to 2002 from Kenya. Our mean operative time is 34.2 minutes. The pain experienced was mild (2.55 on average) based on visual analog scale (VAS) and that is a great advantage of laparoscopic appendicectomy. The average hospital stay postoperatively was 22 hours and so early discharge and patients' satisfactory remarks are the hallmark of our joy and experience (Tables 1  to 5 and Graph 1). M  45  180  2  19  2  19  F  31  180  2  18  3  18  F  42  210  3  22  4  22  M  33  150  3  19  5  29  F  35  150  3  22  6  18  F  35  180  2  26  7  18  F  28  180  3  23  8  19  F  30  240  2  22  9  27  F  32  180  3  22  10  20  F  28  180  2  23  11  28  M  30  150  3  22  12  19  F  32  180  3  23  13  24  M  38  190  2  24  14  26  M  33  180  3  23  15  34  F  36  150  2  25  16  17  M  32  180  3  19  17  29  F  40  180  2  20  18  21  M  36  210  3  23  19  37  F  38  180  3  24  20  22  M  30  190  2 
CONCLUSION
In our yearly experience review, the result does point to a switch to a laparoscopic approach over open methods. There is general acceptance from the public as indicated by their quest for scarless surgeries. We have more work to compare conventional laparoscopy with single- incision surgeries. We hope to institute the minimal access surgery approach to appendicectomy as a training tool to our residents in that it is safe to practice in our local environment. There is still more room to improve in the quality and management of time in laparoscopic surgeries.
